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Cutaneous larva migrans (CLM) is a skin infestation commonly seen in tropical and subtropical geographic areas, caused by nema-
tode larvae, usually of animal hookworms. Clinically it is characterized by erythematous serpiginous lesions, which are associated with
severe itching which may lead to excoriations and secondary bacterial infection. Rarely, it may manifest as vesicobullous lesions or
folliculitis. Herein, we present a case of bullous cutaneous larva migrans in a 60-year old farmer who was successfully treated with alben-
dazole and ivermectin.
 2015 The Author. Production and hosting by Elsevier B.V. on behalf of King Saud University. This is an open access article under the
CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Cutaneous larva migrans (CLM) is a common skin
infestation seen in the tropical and subtropical geographic
areas. It is caused by the accidental percutaneous penetra-
tion and migration of nematode larvae through the
epidermis, usually of animal hookworms, most commonly
Ancylostoma braziliense, Ancylostoma caninum and
Gnathostoma species (Gillespie, 2004). Clinically, it is char-
acterized by erythematous, serpiginous, slightly elevated
track that moves forward in the skin in an irregular pattern
and is usually associated with itching (Rosh and McStay,
2012). Rarely, it may manifest as folliculitis or a vesiculob-
ullous lesion (Veraldi and Arancio, 2006; Caumes et al.,
2002). Herein we report a case of bullous cutaneous larva
migrans in a 60-year old farmer.http://dx.doi.org/10.1016/j.jdds.2015.06.003
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A 60-year-old man, farmer by occupation, presented to
us complaining of a red streak on the dorsal surface of his
right second toe. The patient described the red streaks as
intensely pruritic but denied any pain, fever, numbness,
or weakness. The patient stated that the lesion appeared
as a itchy erythematous papule over the base of second
tow about 1 week back, which was followed by formation
of a bulla at the site over the next 2 days and later on, over
a period of next 5–7 days, the lesion progressed as itchy red
streak involving the toe. On physical examination, the
patient appeared well and there was no associated systemic
abnormality. Examination of the dorsal surface of the right
second toe revealed a serpiginous, slightly elevated, erythe-
matous track that was 2–3 mm wide and 3–4 cm long
(Fig. 1), with a well deﬁned bulla of 0.5 cm in diameter pre-
sent on the base of second toe, from where the erythema-
tous track appeared to arise from.
From the history and the cutaneous examination a diag-
nosis of cutaneous larva migrans and the patient was trea-
ted with a single dose of ivermectin 12 mg and albendazole
400 mg once daily for three consecutive days along with
systemic antihistamines for symptomatic relief of itching.ehalf of King Saud University.
commons.org/licenses/by-nc-nd/4.0/).
Fig. 1. Cutaneous larva migrans with an erythematous track and a bulla
(arrow).
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lesion without any residual pigmentary changes.3. Discussion
Cutaneous larva migrans (syn. creeping eruption, sand
worm eruption, plumbers itch, duck hunters itch) is caused
by penetration and subcutaneous migration of larvae of
various nematodes notably A. braziliense, A. caninum,
Ancylostoma ceylonicum, Uncinaria stenocephala, and
Bunostomum phlebotomum (Gillespie, 2004). The ova of
the nematodes are excreted in the feces of the primary host
and they hatch to form larvae in warm, humid areas with
ﬁelds, gardens and beaches being the preferred sites, which
penetrate the skin of humans who come in contact with the
infected soil, thereby predominantly aﬀecting the farmers,
gardeners and visitors to sea shores. Once mature, the ﬁlar-
iform larvae use their proteases to penetrate intact skin and
migrate up to several centimeters a day, usually between
the stratum granulosum and stratum corneum (Gillespie,
2004). Larvae are believed to lack the collagenase enzymes
required to penetrate the human basement membrane to
invade the dermis, and therefore lesions remain limited to
the epidermis. As humans are not their natural hosts, they
cannot support further larval development, and hence
serve as incidental, dead-end hosts and as the larva survives
in the human host for 2–4 weeks only, the disease is self
limiting in over 80% cases.
Clinically, the classical skin lesion is itchy, erythematous
serpiginous track advancing at a rate of 2 mm–3 cm/day,
most commonly arising over the dorsa of feet, buttocks
and dorsa of hands although cases involving the genitalia,
oral mucosa and the breasts have also been reported.
Intense itching is a common association and lesions maybecome superinfected with pathogenic bacteria as a result
of scratching. Vesiculobullous lesions are not rare and
the bullae may reach several centimeters in diameter
(Veraldi and Arancio, 2006). Folliculitis is another uncom-
mon clinical manifestation described in travelers returning
from tropical countries (Caumes et al., 2002). Usually there
are no systemic symptoms but there are some reports of
patients with classic signs of CLM who have ﬂeeting
pulmonary inﬁltrates and eosinophilia characteristic of
Loeﬄer’s syndrome (Schaub et al., 2002).
The diagnosis of hookworm-related cutaneous larva
migrans is essentially clinical and the characteristic track
is diagnostic. Laboratory abnormalities are usually absent
and eosinophilia is present in only a few cases. Skin biopsy
is mostly non-contributory as the larvae migrate in the skin
and are absent in the histopathological specimen.
Cutaneous larva migrans is readily treated and the treat-
ment of choice is ivermectin. A single oral dose (200 lg/kg
bodyweight) kills the migrating larvae eﬀectively. If the ﬁrst
treatment fails, a second dose usually provides a deﬁnitive
cure. A single dose of ivermectin is more eﬀective than a
single dose of albendazole. Repeated treatments with
albendazole are a good alternative in countries where iver-
mectin is not available and oral albendazole (400 mg daily),
given for 5–7 days, cures 92–100% of the patients (Feldmier
and Schuster, 2012).
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